Aquagenic syringeal acrokeratoderma (ASA) was described for the first time in two sisters by English and McCollough in 1996. The authors called this rare entity transient reactive papulotranslucent acrokeratoderma to emphasize the transient nature of translucent papules occurring on the palms after short-time exposure to water and differentiate it from hereditary papulotranslucent acrokeratoderma (HPA), which is characterized by persistent white papules on the palms and soles, hair abnormalities and atopic diathesis \[[@cit0001]\]. Several synonymous names have been used in the literature to describe this condition, including aquagenic palmoplantar keratoderma \[[@cit0002]\] and transient aquagenic palmar hyperwrinkling \[[@cit0003]\].

A 13-year-old boy presented with a 4-month history of burning sensation within both palms evoked by short water contact, which was more pronounced when the water was warm. The sensation was accompanied by the presence of whitish discoloration and translucent papules of the palms. The papules and the burning sensation resolved spontaneously after drying within 15 min. Otherwise, the boy was healthy, did not take any medications and had no atopic background. No other family member had similar symptoms.

Physical examination revealed discrete symmetrical erythema and mild exfoliation on both palms ([Figure 1](#f0001){ref-type="fig"} A), while the skin on the soles, hair and nails remained normal. Considering the intriguing medical history, a water immersion test was performed. After 5-minute contact with water of 20°C, the boy started to feel burning of the palms, which was accompanied by thickening of the palmar skin and presence of translucent whitish papules and plaques with prominent eccrine pores ([Figure 1](#f0001){ref-type="fig"} B). The burning sensation and translucent papules disappeared after drying within 15 min. A 4-mm punch biopsy was taken from erythematous skin before water exposure and revealed orthokeratotic hyperkeratosis with dilated eccrine ostia and normal dermis ([Figure 2](#f0002){ref-type="fig"}). Based on the clinical presentation, positive water exposure test and histopathological findings, the diagnosis of aquagenic syringeal acrokeratoderma was made. The patient was treated with antiperspirant cream containing aluminum chlorohydrate, zinc oxide and urotropine, with a satisfying improvement and no relapse during the follow-up period of 6 months.

![**A** -- Discrete erythema and mild exfoliation on the palm before exposure to water. **B** -- Translucent whitish papules and plaques with prominent eccrine pores after exposure to water](PDIA-34-30425-g001){#f0001}

![Histopathological findings included orthokeratotic hyperkeratosis with dilated eccrine ostia and normal dermis (10×, hematoxylin and eosin)](PDIA-34-30425-g002){#f0002}

Aquagenic syringeal acrokeratoderma is a rare acquired condition characterized by translucent whitish papules and plaques which develop 2--10 min after exposure to water and disappear within 15--60 min after drying. The condition is typically accompanied by itching, tightening and burning sensation, which may be evoked by sweating as well. The palms are the most common location, while the soles were involved in only a few reported cases. Hyperhidrosis is usually present. The condition affects mainly adolescents and young adults (age of onset from 6 to 37 years), with a significant female predominance. The phenomenon is typically symmetrical and develops on both palms simultaneously. In many cases, periods of spontaneous resolution of the condition and good water tolerance have been mentioned \[[@cit0001]--[@cit0005]\].

The ethiopathogenesis of ASA has not been elucidated yet but the condition is supposed to be the result of impaired permeability of the stratum corneum on the palms, which leads to excessive water absorbance \[[@cit0003]\].

Typical histopathological findings include orthohyperkeratosis and dilated eccrine ducts \[[@cit0001]--[@cit0006]\]. The water immersion test should always be performed on physical examination. The typical "hand-in-the-bucket" sign is usually sufficient to establish the diagnosis and biopsy is rarely required.

Aquadynia, aquagenic urticaria and aquagenic pruritus should be taken into consideration in differential diagnosis. Moreover, ASA should be distinguished from physiologic wrinkling as a result of digit pulp vasoconstriction after prolonged water exposure.

The most controversies arise around the nosological position of ASA. English and McCollough postulated that the condition is a variant of HPA \[[@cit0001]\]. Hereditary papulotranslucent acrokeratoderma is a disorder of an autosomal dominant pattern of inheritance, described in 1973 by Onwukwe *et al.* \[[@cit0007]\]. White papules occur in puberty and are concentrated on the margins of palms and soles, which suggests a contributory effect of trauma and pressure. The papules are persistent and there is no association between water exposure and the development of skin lesions. Hereditary papulotranslucent acrokeratoderma is associated with atopic diathesis and hair abnormalities (sparse hair). Histopathology reveals normal eccrine glands with no signs of dilated ostia. Authors of recent papers prefer to separate definitely ASA from HPA. In classic ASA cases, no cutaneous changes persist on the palms between episodes of water exposure. In 2010, Tan and Zhu introduced the term of "atypical ASA", defined by the presence of mild exfoliation or discrete, but persistent, whitish papules on the palms that become more evident after short-time contact with water \[[@cit0006]\]. Only a few cases of atypical ASA have been described so far. Taking this definition into consideration, the presented patient's condition in another example of an atypical variant of ASA.

Although the condition is characterized by mild course and good prognosis, the burning and tightening sensation may lead to a considerable impairment of life quality. Treatment modalities include aluminum chloride hexahydrate \[[@cit0003]\], urea with salicylic acid \[[@cit0005]\] or formalin in alcohol \[[@cit0008]\]. In cases accompanied by hyperhidrosis, botulinum toxin injections proved to be effective \[[@cit0009]\].

There were over 30 cases of ASA reported until 2012. In a recent publication in 2015, Erturk-Ozdemir *et al.* presented a case series of 10 patients, diagnosed with ASA over a short period of 13 months \[[@cit0005]\]. To the best of our knowledge, this is the first case in a Polish patient. Considering an increasing number of ASA cases described in the literature in the past few years, we presume that the condition is not as rare as it was initially believed. The transient nature of the eruptions may contribute to a large number of undiagnosed patients.
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